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The purpose of this study was to investigate the effects of social interactions, coping 
strategies, and self-constmals on the mental health ofHIV infected people. Twenty-six 
HIV+ and AJDS Chinese patients receiving services in either one of the three largest 
AH)S-service non-governmental organizations were recruited for the study. Each 
participant completed a set of questionnaire consisted of Social Support Questionnaire, 
Negative Illness-related Network Interactions, Ways of Coping Scale, Self-Construal 
Scale, and General Health Questionnaire. Correlational analysis showed that negative 
and positive social support may have differential relationship with mental health. 
Positive social interaction had a significant relationship with proactive coping, whereas 
negative social interaction showed a significant relationship with avoidant coping. 
Results from regression analyses found that independent self-construal was predictive 
of mental health. Independent self-construal also had significant relationship with 
positive and negative social interactions, as well as proactive coping strategies. 
Interdependent self-construal was related to both positive social interaction and 
proactive coping. The greatest methodological limitation was the small sample size 
which limited the generalizability of this study result. The present study was a tentative 
or preliminary effort to study the effects of social interactions, coping strategies, and 
self-construals on mental health of the AJDS patient in Hong Kong. Implications of 
present study and psychosocial interventions for AJDS patients were proposed. Future 
research directions in this area were also suggested. 
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Stress Mediators and Mental Health 1 
People with Acquired Immunodeficiency Syndrome (AEDS) or human 
immunodeficiency virus (HIV) infection are facing a pervasive life crisis 
stemming from a number of stressors which may include physical disability, loss 
of employment, cost of treatment, social isolation, and the prospect of premature 
death. Many of these individuals are in psychological distress. A number of 
factors which may act as mediators for coping with the distress have been 
investigated (e.g., Grummon, Rigby, Orr, Procidano, & Reznikoff’ 1994; 
Leserman, Perkins, & Evans, 1992; Nicholson & Long, 1990). One such factor 
that has received a great deal of research attention is social support (Green, 1993). 
It is generally found that a social support system that has the ability and 
willingness to respond to the needs of an AIDS patient is crucial to the 
psychological well being of that person (^amir, Alumbaugh, Fawzy, & Wolcott’ 
1989). Indeed, many researchers have demonstrated a negative relationship 
between social support and psychological distress of people with HIV infection 
(Hays, Turner, & Coates, 1992; Lackner et al., 1993; Nott, Vedhara, & Power, 
1995). By and large, most of these studies focus on the positive impact of social 
support on AK>S patients. Little attention has been devoted to the negative 
impact of social interaction on these patient's mental health. 
This effect of social interaction on mental health may be mediated by the 
ways of how the patient copes. Studies on coping behavior of AJDDS patients 
generally concluded that avoidance coping was positively associated with 
psychological distress whereas proactive coping indicated a negative relationship 
(e.g., Fukunishi, et al, 1997; Namir, Alumbaugh, Fawzy, & Wolcott, 1990). 
However, the outcome of these studies cannot be fully generalized to other ATOS 
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patients. This is because they have focused on the coping behavior of middle-
class Caucasian men and their outcomes may not be generalized to other 
populations such as Asians (Fleishman & Fogel, 1994). Moreover, not much 
research effort has been directed to elucidate the relationship between social 
interaction and coping behavior of AJDS patients. Most of them have focused on 
either social support or coping behavior but not both (Schreurs & de Ridder, 
1997). The relationship between negative social interaction and coping behavior 
has not been addressed. 
The effect of social interaction on mental health may also be mediated by 
whether the patient is more individualistic or collectivistic. An individual's 
thoughts, attitudes, or perception of his/her relationship with others may 
determine how he/she interacts with them. His or her actions toward others may 
in turn affect how others relate to him/her since social interaction is reciprocal. 
For instance, patients who rely heavily on others to cope with the illness may be 
easier to receive and accept social support as they perceive other's help as vital. 
Contrary, those patients who rely mainly on their own resources to cope with the 
illness may be less likely to seek social support. 
The present study aims at studying the effects of social interactions on the 
mental health of ADDS patients in Hong Kong. It is expected that positive and 
negative social interactions will have differential effects on patients' mental health. 
Moreover, the effect of social interactions may be mediated by the coping 
strategies and the collectivistic or individualistic character of the patients. This 
study intends to explore such association. 
Stress Mediators and Mental Health 3 
The Prevalence ofHTV Infection and AIDS in Hong Kong 
AJDS is a terminal illness caused by human immunodeficiency virus (HIV) 
and manifested in a combination of opportunistic infections, ln 1983 the "AEDS 
virus" was discovered and was labeled lymphadenopathy-associated virus (LAV) 
(Advisory Council on AJDS, 1995). Another groups of researchers also found the 
virus and named it Human T Lymphotrophic Virus Type II (HTLV-III). In 1986, 
the unified name HIV was adopted to avoid confusion. It was later named fflV_l 
after another very similar second virus (HIV-2), which could cause the same 
spectrum of diseases, had been discovered. HIV destroys the T-lymphocytes, 
particularly the T-4 cells, and hence leads to a gradual decline in the function of 
the immune system. Individuals with HIV infection would become vulnerable to 
opportunistic infections. HIV exists in body fluids such as blood and semen. It 
can be transmitted only when significant amount of "contaminated" body fluid 
enters the blood stream of another person. Common transmission routes include 
sexual transmission, blood-borne transmission, and perinatal transmission. To 
detect HIV infection, the most widely employed method is to test the presence of 
its antibodies. However, the antibodies cannot be detected within the first three 
months ofinfection, and this period is called "window period". 
Three phases or categorizations can be identified in the course of clinical 
development of HIV infection, depending on the severity of the symptoms 
present. In the first phase infected individuals is called the HIV seropositive 
(HIV+) as they are tested positive for antibodies against the vims. They usually 
have subclinical or minor symptoms such as fever, weight loss, and persistent 
diarrhea etc. The next phase is called the AJGDS-related complex (ARC). 
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Individuals have at least two well-developed symptoms ofimmunodeficiency (e.g. 
pneummocystis carinii pneumonia) but do not meet the criteria for the diagnosis 
ofAEDS. Acquired Immunodef ic iency Syndrome (AEDS) denotes the final phase, 
which is characterized by severe immunodeficiency and serious opportunistic 
infections. The progression from HIV+ to AJDDS varies. Ogden (1996) suggested 
that psychological factors may have played a role in promoting the replication of 
the HIV vims and the time in progression. Also, the unpredictability and the 
increasing seriousness of the disease progression may imply that the need of 
social support may change over time. 
Hong Kong has its first AIDS case reported in February 1985. As of the 
end of December 1997，a cumulative total of 957 HIV infections have been 
reported to the Department ofHealth (Department ofHealth, 1998). This number 
also signifies a drastic increase of the epidemic in recent years. Of the total 957 
cases, 44% ofthem were discovered in 1996 and 1997. The highest growing rate 
occurred in 1997 when 181 new cases were reported. The majority were men and 
were infected through sexual contacts. Amongst them, heterosexual contact was 
the commonest transmission routes. In 1997, with the introduction of protease 
inhibitor combination therapies which reduce patients' HIV and improve their 
immune system, the mortality from AK)S has been decreased (Moir, 1998). 
Under the context ofthis advanced medical treatment, AJDS can be regarded as a 
chronic illness in which psychology can contribute to the well-being of the 
patients by fostering a more functional social interaction pattern and coping 
strategy. 
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The Effects of Social Support or Positive Social Interaction on Mental Health 
Traditionally, social support has been defined in many ways. Some 
researchers focused on the construct of social support. For example, Veiel and 
Baumann (1992) argued that social support represented a characteristic of the 
recipient, of his or her environment, or of a social system which includes both the 
recipient and his or her environment. Another way of defining social support 
focuses on the relationship between the supporter and the supportee. House, 
Umberson, and Landis (1988) suggested that in defining social support, the 
function and nature of the social relationships with various people are important. 
They suggested that it is important to include the functional perspective of the 
social support, the quality of the relationships, and how social support promotes 
the sense of well-being of an individual. 
Different types of social support may serve different functions. Schwarzer, 
DunkeI-Schetter, and Kemeny (1994) proposed that there are three types of 
social support, namely, instrumental or tangible support, informational support, 
and emotional support. Instrumental support includes assisting with a problem by 
donating goods or money, time, or skills. Informational support refers mainly to 
advice giving whereas emotional support involves a provision of trust, empathy, 
and love. Recipient of social support evaluates the nature of the support in two 
distinct dimensions: received support and perceived support. Received support 
refers to those specific behaviors enacted by others which are viewed by the 
recipient as heIpfiil or supportive. Perceived support, on the other hand, refers to 
the individual's perception that support is available to him/her. 
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Social support and depression. Social support has been found to be 
associated with individual's psychological well-being. Cronkite and Moos (1995) 
suggested three possible beneficial roles of social support. They are "the etiology 
of recovery from psychological distress", "the dynamics of the stress and coping 
process", and "the prevention efforts and treatment"(p.575). The first role implies 
that social support directly relates to psychological well-being. Similarly, Gottlieb 
(1983) posited the "main effect model，’ which also maintains that social support 
fosters good health and morale and shields people from stressors in general. The 
second role concerns one's social engagement and the exchanges between the 
people that deters depression induced by stressors. It provides a sense of 
belonging, mutual obligation, and predictability and stability which in turn keeps 
psychological well-being during stress. The third role suggests that social support 
alleviates the stress impacts by facilitating solutions or appropriate coping 
resources through various types of support. In addition, Cohen and Wills (1985) 
proposed a "buffering model" which postulates that social support is related to 
well-being only for persons under stress. They indicated that support buffers the 
potentially pathogenic influence of stressful events by preventing the initial 
stressful appraisal or by alleviating physiological, emotional, and behavioral stress 
reactions. 
Social support and AIDS. Similar to patients suffering from other life-
threatening diseases, patients with AJDS are facing numerous stressors. Namir, 
Wolcott, and Fawzy (1987) explained that AJDDS exceeds the premorbid coping 
abilities which people have developed. Studies which examine the impact of 
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social support on mental health of people with AJDS or HIV infection have found 
significant association between social support and patient's mental health. While 
most investigations have focused on the positive effects of social support, the 
significance of the detrimental aspects of social interactions in the AIDS or HIV 
infected population has also been implicated. Revenson, SchiafFino, Majerovitz, 
and Gibofsky (1991) pointed out that social support is a double-edged sword 
because not all interactions with close social network members are supportive, 
and non-supportive interactions may have detrimental effects on psychological 
well-being. 
Negative Social Interaction 
A number of terms such as social conflict (Abbey, Abramis, & Caplan, 
1985), negative social interactions (Rook, 1984), negative social support 
(Revenson et al., 1991), and negativity (Schuster, Kessler, & Aseltine，1990) 
have been employed in previous research to describe the detrimental effects of 
social interaction. Such naming diversity may reflect that different researchers 
have different conceptualizations of this detrimental effect. Rook (1992) 
proposed that detrimental effects are parallel to beneficial effects of social 
support. He used an example that the beneficial effects of informational support 
could become detrimental if it is an insensitive advice. He further argued that 
positive and negative social interaction exert their effects on different dimensions 
of emotional and physical health. While some researchers (e.g., Finch, Okun, 
Barrera, Zautra, & Reich，1989; Manne & Zautra, 1989) also suggested that 
positive and negative social interactions represent truly independent domains of 
experience, other researchers (e.g., Rauktis, Koeske, & Tereshko, 1995) simply 
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conceptualized negative social interaction as one of the results of a range of 
social interaction that involve denial, avoidance, criticisms, and withdrawal from 
the caregiver and the ill family member. 
Negative social interaction is expected to be prevalent among AJDS 
patients due to the unique nature of their social network and of the disease. Hays, 
Chauncey, and Tobey (1990) observed that AJDS poses a unique set of 
challenges that may undermine the social network's ability to provide effective 
support for gay individuals. These challenges are as follows. First, the network 
members do not know the individual's sexual orientation prior to contracting 
AJDS. They therefore have to deal with two changes: the sexual orientation and 
the illness diagnosis. Second, AJDDS patients' social network may be highly 
compartmentalized or restricted. They are relatively isolated and the network's 
ability to mobilize their resources may be weaker. Third, the stigmatizing nature 
of AJDS and homosexuality causes network members to avoid AJDS patients. 
Fourth, given the young age of most AE)S patients, they may have little 
experience dealing with serious illness or death, or they may be "bereavement 
overloaded". Lastly, the chronic and unpredictable nature of the course ofHIV 
causes strain on the loved ones of AJDS patients and leads to their "burn-out". In 
addition, the highly fatal nature of the illness and the stigmatized modes of 
transmission may evoke fear among some social network members. There is 
another source of stress which may be derived from family members who are 
angry towards the infected individual for the shame and risk of social isolation. 
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There are several types of negative interaction that an AJOS patient may 
encounter. Siegel, Raveis, and Karus (1996) suggested a number of social 
interactions that may have negative effects on the patient. These negative social 
interactions are: mistaken optimistic expectations of care takers about the 
efficacy ofpatient's treatment; attempts to distract patient's express of distressing 
thoughts about his/her condition and prognosis (or viewing the patient's express 
as a sign of poor coping); excessive or unnecessary supports which undermine 
patient's autonomy and self-esteem; and inappropriate reactions or even fears 
towards the highly stigmatized disease that evoke negative interactions. Hence, 
simply knowing the positive aspects of a patient's support network is insufficient 
for predicting his/her level of depression (Siegel et al., 1996). Hay, Magee, and 
Chauncey (1994) also identified some specific behaviors performed by friends 
and family that AJUDS patients perceived as unhelpful or upsetting. These 
investigators also found that criticizing or misunderstanding of patient's response 
to MDS, acting embarrassed or ashamed, breaking confidentiality, making 
unreasonable demands, acting in a judgmental manner, and rude or insensitive 
comments or actions are perceived by patients as unhelpful. 
Negative social interactions may be more related to illness adjustment or 
psychological well-being than is positive interaction in chronically ill patients. 
Researchers (e.g. Rook & Pietromonaco, 1987; Siegel, Karus, & Raveis, 1997a) 
offer a number of possible reasons to explain the stronger effects of negative 
social interactions. The first explanation is the salient nature of negative social 
interaction. Rook and Pietromonaco (1987) argued that occasional negative 
social exchanges are more powerful as comparing with positive exchanges which 
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may be more frequent. Using attribution theory, the authors further explained that 
people tend to infer malicious intentions for other's negative behaviors but are 
less likely to infer good intentions for other's positive behaviors. Moreover, from 
a patient's perspective, positive interpersonal exchanges from intimates may be 
taken for granted and negative ones are more unexpected. The expected positive 
exchanges may not elicit as much reaction as negative ones, which may appear to 
be more distressing when they departed from a general pattern of supportive 
interactions (Pagel, Erdly, & Becker, 1987). 
Another explanation for a stronger effect of negative social interaction is 
the changing environmental and personal circumstances which may amplify the 
effect of negative social interaction. Patients may place increasing demands on 
support providers and focus on those committing and capable providers as their 
health deteriorate (Siegel, Karus, & Raveis, 1997a). Their ability to reciprocate 
other's assistance and support diminishes and hence social interaction may 
become a source of stress to them (Siegel, Raveis, & Karus, 1994). On the other 
hand, support providers may become depleted and less capable to meet the needs 
ofthe patients as the care burden increases. In addition, as the illness progresses, 
AK)S patients may experience more problematic or even dislocated social 
interactions. Siegel et al. (1997b) reported that AIDS are prone to higher risk of 
encountering negative social interaction with changes in patient's physical and 
cognitive functioning. 
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Nevertheless, negative social interaction seems to be overlooked in 
previous studies. Rook (1992) claimed that less attention has been directed at 
examining the relevance of the stress-amplifying model - a logical converse ofthe 
buffering model which suggests social support can buffer the harmful effects of 
stress in an indirect manner. Siegel, Raveis, and Karus (1997) also pointed out 
that not many studies have examined the negative interactions and findings are 
inconsistent probably due to diverse circumstances and life stressors in the 
different samples and studies. For example, Harris (1992) found that non-
supportive behaviors such as interpersonal disappointments and losses of support 
sources perceived by depressive patients increase their clinical depression. 
Rauktis, Koeske, and Tereshko (1995) observed that under situations of highly 
negative interaction, distress was intensified in a sample of caregivers of mentally 
ill relatives. Contrary, other studies using elders as samples (e.g., Finch, Okun, 
Barrera, Zautra, & Reich, 1989; Okun, Melichar, & Hill, 1990) found no 
evidence of negative interaction amplifying psychological stress. Overall, it is still 
not clear whether negative social interaction is harmful to the mental health of 
HIV infected individuals. Further studies are required to ascertain the extent of 
such effect generated by negative interactions. 
Social interactions of AJDDS patients in Hong Kong. In Hong Kong, the 
nature of social interaction of AK)S patients may be quite complicated. The 
general population may hold a misconception of the illness and the negative 
attitude towards the illness (Hong Kong AJDS Foundation, 1996). Research has 
shown that even friends of AJDS patients or their "in-group" network members 
tend to hold a negative attitude toward AJGDS patients. Cheng and Yeung (1996) 
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found an avoiding and distancing strategy toward AIDS among the high-risk 
group. While homosexuals and sex-workers would share among themselves 
issues on AJDS which was however considered as personal matters, youth at risk 
and drug-users found AJDS a taboo. Moreover, their attitude to HIV carriers was 
more negative. Lui (1996) explained that there was a logical dissociation between 
the cognitive knowledge of AJDDS and behavioral decision of interacting with 
HIV carriers. The logical dissociation means that people can specify AJDS carrier 
as a friend, but apparently the fear of being infected outweighed the element of 
friendship. He further speculated that for AIDS patients, there is an alternative or 
additional moralistic consideration that AJDS is connected with sexual 
promiscuity and hence the punishment that comes with it. Thus, it is expected 
that peer's support may be weak or even detrimental due to their negative 
attitude and misconception towards AJDDS. 
Coping Strategies 
Besides the effects of social interaction, the coping strategies of AIDS 
patients are another important factors that mediate the effects of the stress and 
adverse circumstances caused by the illness. Lazarus and Folkman (1984) 
conceptualized coping as the "cognitive and behavioral efforts to manage specific 
external and/or internal demands that are appraised as taxing or exceeding the 
resources of the person" (p.l41). They suggested that a person appraised a 
stressful situation as one which was personally significant to his or her well-being 
and exceeding his or her resources. Hence, an individual would evaluate the 
extent to which the stressfiil situation can be changed or controlled and then cope 
with it accordingly. There are two types of coping strategies (Folkman, Chesney, 
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Pollack, & Coates, 1993). The first one is problem-focused strategy which an 
individual uses to manage or alter the problem. It includes behavioral and 
cognitive responses for "planful problem solving" (e.g., showing compliance to 
medication, finding out more illness information, and developing appropriate 
action plans) and "conflict resolution" (e.g., seeking other's help to solve 
psychosocial or interpersonal problems). Folkman, Lazarus, Dunkel-Schetter, 
DeLongis and Gruen (1986) found that people would adopt problem-focused 
strategy if the stressful situation was evaluated as changeable or manageable. 
The second type of coping strategy is emotion-focused strategy which 
would be employed when the situation was appraised as unchangeable. Emotion-
focused strategy involves behavioral and cognitive responses for "escape-
avoidance" (e.g., avoiding being with people and withholding feelings) and 
"distancing" (e.g., going on his or her life as if nothing has happened) (Folkman 
et al. 1986). These responses regulate the emotional response to the problem. 
Though people use both problem-focused and emotion-focused coping in 
stressful situations, the relative amount of each type of coping used is influenced 
by the individual's appraisal of the control he or she has over the outcome of the 
situation. • In addition, sociodemographic characteristics can affect the use of 
different coping behaviors. (Fleishman & Fogel, 1994). For example, Billing and 
Moos (1984) found that gender, income, and education were determinants of the 
use of different coping strategies. 
The use of different coping strategies might have different impacts on 
psychological distress. Generally, researchers (e.g., Aldwin & Revenson, 1987) 
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have shown that emotion-focused coping is positively related to psychological 
symptoms whereas problem-focused is negatively related to symptoms. In a 
summary of previous studies, Fleishman and Fogel (1994) found that several 
emotion-focused coping responses such as denial, wish-fulfilling fantasy, or 
emotional venting were consistently associated with increased distress. Moreover, 
researchers have also discovered that different strategies within one style of 
coping (problem-focused or emotion-focused) can have different consequences. 
For example, Folkman et al. (1986) indicated that within the subset of problem-
focused strategies, confrontative coping was positively associated with level of 
psychological symptoms but planful solving was negatively correlated with the 
symptoms. On the other hand, Folkman and Lazarus (1985) found that emotion-
focused coping, such as avoidance, was positively related to psychological 
symptoms whereas other emotion-focused coping that involved selective 
attention was negatively related to the level of symptoms. 
Coping strategies and AJDS. Studies investigating the effects of coping 
strategies on the psychological well-being of HIV infected individuals generally 
obtained similar results. For example, Namir et al. (1990) found that avoidance 
(trying to deny negative feelings or to distract oneself from such feelings) and 
ruminative coping strategies were positively related to anxiety and depression, 
whereas active-positive coping and distraction had a negative relationship with 
anxiety and depression. Furthermore, coping strategies may affect other variables 
besides the psychological well-being of AJDS patient. Barrett et al. (1995) found 
that the use of problem-focused strategy, such as advice seeking, was negatively 
related to the level of substance abuse and risky sexual activity. Contrary, the use 
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of emotion-focused strategies was positively related to the number and types of 
drug use. Nevertheless, these results do not suggest the superiority of problem-
focused over emotion-focused strategies. Indeed, researchers also found that 
some problem-focused approaches could lead to negative results. For example, 
Fleishman and Fogel (1994) and Barrett et al. (1995) found that the coping 
strategy of seeking social support was associated with higher level of 
psychological distress and risky sexual activity. In their study of women with 
fflV/AHDS, Commerford, Gular, Orr, Reznikoff, and 0'Dowd (1994) also 
discovered that another problem-focused strategy, threat minimization, was 
positively correlated with anxiety and depression. 
Findings from these studies may not be fully generalized to situations in 
Hong Kong. Most studies reported results on Caucasian males and very few 
studies have looked at the relevance of the finding with Asian populations. 
Fleishman and Fogel (1994) claimed that previous research outcomes 
investigating the coping behavior of middle-class white men might not be 
generalized to other populations. This may be due to the cultural and 
demographic differences between the white and non-white samples. The cultural 
difference • is also reported by Chan (1994) who suggested that Chinese may 
organize their coping activities somewhat differently from non-Chinese 
populations. The author found that Chinese may emphasize more on particular 
coping strategies such as rational problem-solving and distancing but not others 
such as confrontive coping and accepting responsibility. 
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Another concern which also cautions such generalization is related to the 
nature of the AK>S illness. Commerford et al. (1994) pointed out that coping 
methods that reduced psychological distress in other illness groups might not be 
effective among HIV/AIDS patients. Given the highly unpredictable and 
devastating course of the illness, AJDS patients may be prone to adopt certain 
emotion-focused coping behaviors, especially at the later stage of the illness, 
when the outcome of the illness would be considered as unchangeable and 
unmanageable. Moreover, since the cognitive capacity of AJCDS patients could be 
worsened as the disease progressed (Krikorian, Kay, & Liang，1995), patients 
might be less likely to adopt problem-focused approaches because of their 
lessened ability to plan and problem solve. 
Relationship between Coping and Social Support: a Theoretical Consideration 
Another interesting area is the relationship between the coping behavior and 
social support. Though both of them are studied within the stress and health 
paradigm of chronic illness, their fields of research have been developed 
independently and there is no clear view of their mutual relationship (Schreurs & 
de Ridder, 1997). In studies focusing on the adaptation of patients with chronic 
illness, different researchers have different conceptualizations for the relationship 
between social support and coping behaviors. 
One of the proposals considers the two factors as fully integrated. Thoits 
(1986) argued that social support was a "coping assistance" which could be 
defined as the "active participation of significant others in an individual's stress 
management efforts" (p.416). Research that proposed a ftill integration are those 
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studies that found the significant or intimate relationship between the supporter 
and supportee. For example, Coyne and Smith (1991，1994) investigated the 
coping with chronic diseases in intimate relationships such as those between 
spouses or parent and child. They reported that the emotional well-beings of the 
support-providers and the recipients are reciprocal and closely connected. They 
distinguished two types of coping: a) individual coping focused on one's own 
well-being, and b) relationship coping concerned with the well-being of the 
partner (i.e. family member). An individual's distress is dependent on a 
combination of his/her own and his/her partner's coping behaviors. In other 
words, the well-being of a person is not only affected by individual coping 
strategies but also the strategies of the family system. 
Other researchers regard social support and coping behaviors as separate 
concepts which are related to each other in some ways. Some view seeking social 
support as a coping strategy. Heller and Swindle (1983) posited that the 
perception of the availability of social support was a secondary appraisal in which 
an individual appraised his possibilities for action that might or might not result in 
support seeking behavior. However, the relatedness of coping and social support 
does not confine to the coping strategy of seeking support. In their review of38 
recent studies on the relationship between coping and social support on 
adaptation to chronic diseases, Schreurs and de Ridder (1997) concluded that 
social support could be regarded as a coping resource also. The authors claimed 
that significant correlation was found between social support variables and 
coping. For instance, social support was positively associated with more adaptive 
coping strategies such as problem-focused coping, whereas in the long run, less 
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social support was associated with less adaptive coping strategies such as 
avoidant coping. The authors pointed out that social support could directly 
influence coping strategy. For instance, in their review of a lung-cancer patient 
study, instrumental support had a positive effect on well-being of patients who 
coped actively with the disease. Besides direct effect, it was found that social 
support could also exert indirect effect by its impact on other coping resources 
such as personal control and competence. For example, Thompson (1992) found 
that stroke patients and cancer patients who felt overprotected by their spouses 
had lower perceptions of control and were more depressed, leading to less ability 
to cope. 
ln summary, previous research findings on adaptation to chronic diseases 
have shed light on our understanding concerning the association between social 
support and coping. First, both social support and coping behaviors are 
indispensable factors in studying the well-being of patients with chronic illness 
such as AIDS. Second, social support and coping behavior can be regarded as 
separate entities. The present study does not adopt a full integration of social 
support and coping because the support providers of AJDS patients are not 
necessarily confmed to the intimate peers or family members, if any. Moreover, 
given the stigmatized nature, AIDS patients may not be able to maintain their 
intimate relationship. Third, the negative impact of social interaction are implied 
in these studies, especially when social support (or interaction) can indirectly 
influence the coping resources of patients. As mentioned, negative social 
interaction may reduce the coping resources of patient that results in more 
depressions. 
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Self-Construals 
The effects ofsocial interactions and coping strategies on mental health may 
be mediated by self-construals. Self-construal is conceptualized as "a 
constellation of thoughts, feelings, and actions concerning one's relationship to 
others, and self as distinct from others." (Singelis, 1994, p.581). One's self-
construal is shaped by the individual's cultural norms, values, and beliefs 
(Triandis, 1989)，and it is central to his/ her perceptions, evaluations, behaviors, 
and the believe about the relationship between self and others (Markus & 
Kitayama, 1991). According to Markus and Kitayama(1991), there are two types 
of self-construal, namely, independent self-construal and interdependent self-
construal. They are extreme forms of self-construals and are defined below. 
An independent self-construal is referred to as a "bounded, unitary, stable" 
self. When considering themselves, individuals with independent self-construal 
will emphasize on their own abilities, attributes, characteristics, or goals instead 
of referring to other's thoughts, feelings, or actions. When considering others, 
they will refer to other's individual characteristics and attributes instead of 
relational or contextual factors. On the contrary, an interdependent self-construal 
is referred to as a "flexible, variable" self who depends on others, his or her 
relationship with others, and the contextual factors. For people with 
interdependent self-constaial, self and others are intertwined, and are both 
molded by the situation. They communicate indirectly and are attentive to each 
other's feelings and unexpressed thoughts. Harmonious interpersonal 
relationships and fitting in the situations can improve their self-esteem. In 
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addition, Markus and Kitayama (1991) proposed that the Western culture tends 
to hold the view of independent self-constmal whereas the Asian culture tends to 
hold the view of interdependent self-constmal. 
The difference in self-constmal may affect the use of coping strategies and 
perceived importance of social support. An individual's self construal may 
determine the nature and effects of social interaction. For example, one's 
thoughts, attitudes, or perception of his/her social relationship may guide his/her 
style and pattern of social interaction. On the other hand, this interaction style and 
pattern may in turn affect how others relate to that individual since social 
interaction is reciprocal. In the context of chronic illness, patients who highly 
emphasize other's help may welcome social support. Conversely, those patients 
who rely mainly on themselves to cope with illness may be less interested in 
seeking social support. Furthermore, self-constmal may be closely related to 
coping strategies. Persons with different self-construals may employ different 
coping strategies in times of stress. Weisz, Rothbaum, and Blackburn (1984) 
argued that people with independent self-constaial will take direct action, 
confront others, or speak up on their behalf to address a problem. These 
strategies are named primary control strategies. Contrary, person with 
interdependent self-constmal will focus on changing himself or herself rather than 
changing the situation in dealing with difficulties. Cross (1995) elaborated this 
strategy as the individual's attempt to reinterpret a situation to derive meaning 
from it. The individual then accepts the situation and changes his or her own 
expectations. He or she may experience control by identifying with a more 
powerful other. Weisz et al. (1984) labeled these indirect strategies as secondary 
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control strategies. It is interesting to consider that primary control strategies are 
similar to the concept of problem-focused coping in the cognitive theory of stress 
and coping, whereas secondary control strategies are similar to the concept of 
avoidance or emotion-focused coping. In other words, patients with independent 
self-construal may primarily employ problem-focused or proactive coping 
strategy and patients with interdependent self-construal may mainly adopt 
emotion-focused or avoidance coping strategy. Nevertheless, the relationship 
between self-construal and the coping strategy adopted by AJDS patients requires 
further investigation. As a summary, with regard to its close relationship with 
social interaction and coping behavior, self-construal may be an integral element 
in investigating the adaptation of patients with the AJDS illness. 
Objectives of the Studv 
The main goal of this study is to investigate the effects of positive and 
negative social interactions on mental health of AJDS patients in Hong Kong. 
Attention will be given to the impacts of negative social interaction which may be 
prevalent in the AJDS population but is less studied in previous research. 
Moreover, the stress mediators of coping strategies and self-constaials, which 
may be closely related to social interaction, are included in the present study. The 
purpose of including these two mediators is to serve as a preliminary effort to 
investigate their relevance in the stress mediating effects of social interactions on 
the mental health of MDS patients in Hong Kong. 
It is hypothesized that (a) positive social interaction and negative social 
interaction will have differential effects on mental health, (b) positive and 
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negative social interaction will have differential effects on coping strategies, (c) 
there will be an interaction effect between social interactions and self-construal 
on mental health, and (d) independent self-construal will be associated with 
problem-focused (or proactive) coping strategies and interdependent self-
construal will be associated with emotion-focused (or avoidant) coping 
strategies. 
, * • . 
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Method 
Participants 
Participants were 26 patients who were diagnosed with HIV+ or AJDDS and 
were currently receiving nursing and/or supportive services at either one of the 
three largest non-governmental AEDS-service organizations in Hong Kong. 
These organizations were the AJDDS Concern, the AJDS Foundation, and the 
Society for AJGDS Care. Patients with AEDS dementia or were too sick to answer 
the questions as judged by the nursing staff were excluded from the study. All the 
participants were Chinese. The majority were male Qi=21, 80.77%). Ages ofthe 
participants in this sample ranged from 20 to 63 years with a mean of36.12 years 
fSD = 10.24). The range of the monthly income of those who worked C^=7) was 
HK$3000 to HK$30000 with an average ofHK$8659 ( ^ = 9007.65). Details of 
other demographic characteristics are presented in Table 1. In addition, most of 
the participants (61.54%) claimed that only "a small portion" of their friends and 
relatives knew their status as AJDS patients. Whereas some participants (19.23%) 
claimed "half , 3.85% claimed "most", and 15.38% claimed "none" of their 
friends and relatives knew their AJDS patient status. 
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Table 1 
Demographic Data of the Participants f N = ^ 
n _% 
Sex 
Male 21 80.77 
Female 4 15.38 
Missing data 1 3.85 
Age Group 
Below 30 5 19.23 
30-39 12 46.15 
Over 39 7 26.92 
Missing data 2 7.69 
Education 
Primary 3 11.54 
Secondary (Form Three) 7 26.92 
Secondary (Form Five) 12 46.15 
Tertiary 2 7.69 
Missing data 2 7.69 
Employment Status 
Employed 7 26.92 
Unemployed 17 65.38 
Hospitalized 2 7.69 
Martial Status 
Single 14 53.84 
Married 9 34.62 
Divorced 3 11.54 
Living with whom 
Alone 7 26.92 
Family member 13 50.00 
Friends 4 15.38 
Hospitalized 2 7.69 
Sexual Orientation 
Homosexual 12 46.15 
Heterosexual 8 30.77 
Bisexual 4 15.38 
Missing data 2 7.69 
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Measures 
Social Support Questionnaire. The scale was first developed by Sarason, 
Levine, Basham, and Sarason (1983). Hays, Turner and Coates (1992) used the 
scale to assess the satisfaction towards received social support ofHIV+ patients. 
They found a good internal consistency for the scale: Cronbach's alpha was .85. 
Leung (1996) translated the scale into Chinese and used it in his study of AJDS 
patients in Hong Kong. He found a high internal consistency for the scale with 
alphas of .92 for satisfaction towards family support and .93 for satisfaction 
towards peers support. The scale contains 12 items constructed in a 4-point 
Likert scale with 4 = "very satisfied" and 1 = "not satisfied at all". The sum of the 
item scores derive a Positive Interaction Index which can range from 12 to 48. A 
high score means high level of satisfaction to the social support. 
Negative Illness-Related Network Interactions. The index was developed 
by Siegel et al. (1996) based on relevant social support literature and on a count 
of the different types of perceived negative interactions reported by a group of 
AJDS respondents. These interactions include ineffective help, overly cheerful or 
optimistic, over-solicitousness, unwillingness to discuss emotional ramifications 
of the illness, physical avoidance/uneasiness, and resentment. Cronbach's alpha of 
this index reported by Siegel, Raveis, and Karus (1997b) was .87. In addition to 
these original items, five more items were added for this study. These new items 
were drawn from the study by Hay et al. (1994) who employed content analysis 
to identify certain unhelpful behaviors experienced by AIDS patients. These 
unhelpful behaviors are breaking confidentiality, expressing doubt about AJDDS 
patient's medical care, acting in an embarrassed or ashamed manner, expressing a 
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pessimistic attitude, and expressing mde comments. For each ofthe total 11 items, 
respondents would be asked how often each type of the negative interactions was 
available on a 4-point Likert Scale with "1" = "always" to "4" = "never". 
Response scores would be summed to calculate a Negative Interaction Index 
Score which can range from 11 to 44. A high score represents high negative 
social interaction perceived. 
Wavs of Coping Scale. The scale was first developed by Folkman and 
Lazams (1980) to measure coping strategies. It was modified by Folkman et 
al.(l986). The modified version consisted of eight subscales, namely "confrontive 
coping", "distancing", "self-controlling", "seeking social support", "accepting 
responsibility", "escape-avoidance", "planful problem-solving", and "positive 
reappraisal". Chan (1994) found the scale adequately covers the coping activities 
for the Chinese population. Construction of the scales was fUrther simplified by 
Vitaliano, Maiuro, Russo, and Becker (1987) who proposed five subscales 
including "problem-focused", "seeks social support", "blamed self , "wishful 
thinking", and "avoidance" to measure the coping efforts of clinical populations. 
The scoring of this simplified version follows the proposal ofNicholson and Long 
(1990) by which the sum of raw scores of "problem-focused" (15 items) and 
"seeks social support" (6 items) yields a proactive coping strategies score. The 
sum of raw scores of "blamed self’（3 items), "wishful thinking" (8 items), and 
"avoidance" (10 items) yields an avoidant coping strategies score. 
Self-Construal Scale. The scale was developed by Singelis (1994) to 
measure the strength of an individual's interdependent and independent self-
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construals. The scale consists of two orthogonal subscales, namely, the 
interdependent subscale which measures the self-assessed connectedness of an 
individual with others, and the independent subscale which measures the self-
assessed uniqueness of an individual. The scale was found to have satisfactory 
reliability and validity. Alpha coefficients for the independent scale and the 
interdependent scale were .70 and .74 respectively. The scale was revised and 
translated into Chinese by Kwan, Bond, and Singelis (1997). In the Chinese 
version, the independent subscale contained 16 items and the interdependent 
subscale contained 15 items. All responses were made on a 5-point Likert format 
ranging from 1 (strongly disagree) to 5 (strongly agree). 
General Health Questionnaire. The questionnaire was originally designed by 
Goldberg (1972) to detect psychiatric disorders in non-psychiatric clinical 
settings in England. Later a shortened version, 28-item General Health 
Questionnaire (GHQ-28), was developed to screen the four-symptom factors 
namely, somatic symptoms, anxiety-insomnia, social dysflinction, and severe 
depression. The translated version of Chinese GHQ-28 had been used in local 
samples of adolescents (Chan & Lee, 1993), young adults (Chan 1989; Chan and 
Lee, 1992), psychiatric patients, teachers, university undergraduates, and 
secondary school students (Chan, 1995). Alpha coefficients for the four-symptom 
factors ranged from .59 to .88. 
Procedures 
Four local agencies which provide direct medical and/or social services to 
ATOS patients were contacted. They were the AK)S Clinic of Queen Elizabeth 
Stress Mediators and Mental Health 28 
Hospital, AJDS Concern, the AIDS Foundation, and the Society for AJDS Care. 
All of these agencies agreed to participate in the present study except the AJDDS 
Clinic of Queen Elizabeth Hospital. All social workers or nursing staff of the 
participating agencies were briefed about the purpose of the study and the set of 
questionnaire. Their feedback or comments on the questionnaire were sought, 
and the design of the consent form was refined accordingly. 
The formal data collection period began in November 1998 and ended in 
mid-May 1999. During this period, 47 AEDS patients were informed of the study 
by the social worker or nursing staff of the participating organizations when they 
used the services. Twenty-six patients had returned the completed questionnaire 
either through the responsible staff or through mail. The response rate was 55%. 
Their participation was voluntary. The recruitment procedures for all agencies 
were the same. Participants were asked to complete a set of self-administered and 
structured questionnaire. Six participants required aids from the responsible 
social worker or nursing staff to read the questions because of their limited 
reading ability. In these situations, no other help was offered besides reading the 
questions. In each set of questionnaire, five measures were arranged in the 
following sequence: Social Support Questionnaire, Negative Illness-related 
Network Interactions, Ways of Coping Scale, Self-Constmal Scale, and General 
Health Questionnaire (refer to the Appendix). Participants could complete the 
questionnaire either in the organization or at home at their convenience. Each of 
them was given a HKD$42.5 cake coupon as an incentive for participation in the 
study. 
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Results 
Descriptive Statistics 
The means and standard deviations of the Positive Social Interaction Index, 
Negative Social Interactions Index, Proactive Coping Strategies, Avoidant 
Coping Strategies, Independent Self-Construals, Interdependent Self-Construals, 
and General Health Questionnaire score are presented in Table 2. The intemal 
consistency of the scales are also reported. Cronbach's Alpha coefficients ranged 
from .68 to .92 for the different scales suggesting that the scales used in this study 
have fair to good internal consistency. In addition, it is found that the scores of 
the four subscales in the GHQ-28 are highly correlated with the total score. 
Therefore, the GHQ total score instead of the scores of the subscales is reported 
in the following analyses 
Table 2 
Descriptive Statistics for Positive Social Interactions. Negative Social 
Interactions. Coping Strategies. Self-Construals. and Mental Health Measures 
CN=26) 
Variable M § g g 
Social Support Questionnaire 
Positive social interaction 33.54 6.65 .90 
Negative Illness-Related Network Interactions 
Negative social interaction 19.77 6.24 .92 
Ways of Coping Scale 
Proactive coping strategies 2.72 .52 .91 
Avoidant coping strategies 2.23 .47 .86 
Self-Construal Scale 
Independent self-construal 54.85 7.60 .68 
Interdependent self-construal 50.92 8.05 .78 
GHQ-28 60.81 12.82 .92 
Note: a = Cronbach's alpha; GHQ = General Health Questionnaire. 
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Correlational Analvses 
Correlations between social interactions, coping behaviors, self-construal. 
and mental health. Pearson product-moment correlations between the variables 
(Positive Social Interaction Index, Negative Social Interaction Index, Proactive 
Coping Strategies, Avoidant Coping Strategies, Independent Self-Construal, and 
Interdependent Self-Construal) and General Health Questionnaire score were 
computed. The results are shown in Table 3. The correlation between GHQ score 
and negative social interaction is close to significant (^=.07). The only significant 
correlation is the one between independent self-construal and GHQ (r=-.53, 
g<.05). Other correlations were all statistically non-significant. 
Table 3 
Correlation between the variables and GHQ fN=26) 
Variable GHQ g= 
Social Support Questionnaire 
Positive social interaction -.14 .51 
Negative Illness-Related Network Interactions 
Negative social interaction .36 .07 
Ways of Coping Scale 
Proactive coping strategies -.21 .31 
Avoidant coping strategies .21 .31 
Self-Construal Scale 
Independent self-construal -.53** .00 
Interdependent self-construal ^_^ .20 
* * e < . o i . 
Correlations between social interactions and coping strategies. Pearson 
product-moment correlations were computed between social interactions and 
coping strategies. Table 4 presents the coefficients. The results show that positive 
social interaction and proactive coping strategies are related (r=.80, g<.01). 
Similarly, negative social interaction is associated with avoidant coping strategies 
(£=.58, g<.01). The correlations between positive social interaction and avoidant 
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coping strategies, and between negative interaction score and proactive coping 
strategies are both non-significant. 
Table 4 
Correlation between the social interactions and coping strategies fN=26) 
Ways of Coping Scale 
Proactive Avoidant 
Variable coping coping 
Social Support Questionnaire 
Positive social interaction .80** -.06 
Negative Illness-Related Network Interactions 
Negative social interaction -^2^ .58** 
* * a < . o i . 
Correlations between coping strategies and self-construals. Pearson 
product-moment correlations were computed between coping strategies and self-
construals. The results are presented in Table 5. Proactive coping strategies are 
positively related both to independent self-constmal (r=-50, g<.05) and 
interdependent self-constmal (p=.55, g<.01). Contrary, avoidant coping strategies 
are not related to self-construals. 
Table 5 
Correlation between the coping strategies and self construals fN=26) 
Self-Construal Scale 
Independent Interdependent 
Variable Self-Construal Self-Construal 
Ways of Coping Scale 
Proactive coping strategies .50* .55** 
Avoidant coping strategies -_^ -.20 
* £ < . 0 5 ; **e< .01 . 
Correlations between social interactions and self-construals. Pearson 
product-moment correlation coefficients between social interactions and self-
construals are presented in Table 6. Positive social interaction is positively related 
both to independent self-constmal (p=.53, ^<.01) and interdependent self-
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constmal (r=41, g<.05). Negative social interaction is negatively related to 
independent self-construal {r=-.5S, ^<.05) but unrelated to interdependent self-
construal. 
Table 6 
Correlation between the social interactions and self construals fN=26) 
Self-Construal Scale 
Independent Interdependent 
Variable Self-Construal Self-Construal 
Social Support Questionnaire 
Positive social interaction .53** .41* 
Negative Illness-Related Network Interactions 
Negative social interaction - 58* -.21 
* e < . 0 5 ; * * e < . 0 1 . 
Inter-correlations between subscales of each variable. Table 7 presents the 
inter-correlations between positive and negative interactions, between proactive 
and avoidant coping strategies, and between independent and interdependent 
self-construal. Both the subscales for social interactions and for coping strategies 
are not significantly related. We found that independent and interdependent self-
construal are positively related. 
Table 7 
Correlation within social interactions, coping strategies, and self construals 
fN=26) 
Group of two variables l 
Positive and negative social interactions -.28 
Proactive and avoidant coping strategies -.07 
Independent and interdependent self construals .55** 
**P<.01 . 
Regression Analvsis 
A stepwise regression was conducted to determine whether social 
interactions, coping strategies, and self-construals are predictive of mental health. 
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The results are shown in Table 8. The regression model explains more than a 
quarter ofthe variance in the GHQ scores, R^ = .29; £(6,19) = 9.59, p<005. Only 
Independent self-construal was found to be predictive of mental health. 
Table 8 
Simultaneous Regression Analvsis for Variables Predicting Mental Health (N=26) 
Variable B ^ B ^ 
Social Support Questionnaire 
Positive social interaction .20 .20 .72 
Negative Illness-Related Network Interactions 
Negative social interaction .08 .08 66 
Ways of Coping Scale 
Proactive coping strategies .08 .08 .75 
Avoidant coping strategies .09 .11 .95 
Self-Construal Scale 
Independent self-construal -9.00 .29 -.53** 
Interdependent self-construal _05 ^ " 0 
**£<.01 . 
Factorial Analvsis of Variance 
Effects of social interactions and self-construals on mental health. Table 9 
presents the results from the analysis of variance for the main and interaction 
effects of social interactions and self-construals on mental health. We used a 2 x 3 
factorial design to examine each of the conditions with independent or 
interdependent self-construal (high, low) and positive or negative social 
interaction (high, medium, low) as the independent variables. The GHQ score 
was the dependent variable. Using a median cut, the participants were divided 
into high and low group in each of the self-construals. Three levels (high, medium, 
and low) of social interactions were formed by using the cut-off points of30^ and 
7C)th percentile of the Positive and Negative Social Interaction Indices. The three-
level design was designed to better reflect the distribution pattem of the 
Interaction Indices. 
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Table 9 
Analvsis of Variance for Mental Health 
Group of variables df £ � 
Negative Interaction and Independent Self-construal 
Negative interaction (NI) 2 3 .03 .07 
Independent Self-construal (Ind-S) 1 7.78 .01 
NIX Ind-S 2 4.19 .03 
Negative Interaction and Interdependent Self-construal 
Negative interaction Q<ll) 2 1.16 .33 
Interdependent Self-construal (Int-S) 1 .17 .69 
NI X Int-S 2 .33 .12 
Positive Interaction and Independent Self-construal 
Positive interaction (Pl) 2 2.28 .13 
Independent Self-construal (Ind-S) 1 13.01 .00 
PI X lnd-S 2 .82 .46 
Positive Interaction and Interdependent Self-construal 
Positive interaction (PI) 2 2.57 .10 
Interdependent Self-construal (Int-S) 1 3.61 .07 
PI X Int-S 2 3.20 .06 
The results show that there is significant main effect for independent self-
construal. The effect of negative social interaction is close to significant in the 
group with independent self-construal, £(2,23) = 3 . 0 3 ’ � 0 7 . The effect of 
interdependent self-constmal is also close to significant in the group with positive 
social interaction, £(1,23) 二 3.61, ^=.07. The interaction effects of social 
interactions and self-constmals are graphically demonstrated in Figures 1 to 4. 
The interaction effect of negative social interaction and independent self-
construal on mental health is significant, £(2,23) = 4.19，e<0.5. Participants with 
high independent self-construal have better mental health at the low and medium 
levels of negative social interaction than those with low independent self-
construal. But they have poorer mental health at high level of negative social 
interaction. The interaction effect of positive social interaction and 
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interdependent self-construal on mental health is close to significant, F(2,23)= 
3.20,^=06. 
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Figure 1. Interaction effect of positive social interaction and independent self-
construal. 
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Figure 2. Interaction effect of negative social interaction and independent self-
construal. 
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Figure 4. Interaction effect of negative social interaction and interdependent self-
construal. 
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The means and standard deviations of positive and negative social 
interactions indices, as well as the number of participants in each level of 
independent self-constmal are presented in Table 10. Whereas those in each level 
of interdependent self-construal are presented in Table 11. 
Table 10 
Number ofParticipants and Means ofInteraction Indices bv Level ofIndependent 
Self-Construal 
Low High 
M SD n M 盟 n 
Positive Social Interaction Index 
High 37.50 3.00 4 40.29 6.40 8 
Medium 32.67 .58 3 33.00 0 3 
Low 25.25 4.19 4 29.40 .89 4 
Negative Social Interaction Index 
High 26.00 4.50 6 28.00 0 2 
Medium 18.50 .71 3 19.00 .82 4 
Low 16.00 1.41 3 13.38 2.07 8 
Table 11 
Number of Participants and Means of Interaction Indices bv Level of 
Interdependent Self-Construal 
Low High 
M 迎 n M 迎 n 
Positive Social Interaction Index 
High 36.67 3.06 4 40.86 6.12 7 
Medium 32.67 .58 3 33.00 0 3 
Low 27.13 3.48 5 28.33 .58 3 
Negative Social Interaction Index 
High 24.75 2.66 5 32.00 5.66 3 
Medium 19.00 0 3 18.75 .96 4 
Low 12.67 2.08 4 14.00 2.00 7 
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Discussion 
The original goal of this study is to investigate the effects of positive and 
negative social interactions on the mental health of AJDS patients in Hong Kong. 
Unfortunately, because of the small sample size, our results can only be 
considered as tentative or preliminary in the understanding of the association 
between social interactions and mental health ofAJDS patients. 
Social Interactions and Mental Health 
Negative social interaction and mental health. The correlational analyses 
here show that positive social interaction is not related to mental health. The 
correlation between negative social interaction and mental health is again non-
significant at the .05 level. This insignificant result may be due to the small 
sampling. However, we find that negative social interaction is associated with the 
mental health of our sample at the .07 significance level, and this result does 
suggest some preliminary associations between them. The result at least points to 
the direction that negative social interactions may have a detrimental effect on 
mental health. Simply knowing the beneficial role of social interaction may be 
insufficient for the understanding of the full impact of social interaction on the 
mental health of AIDS patients. The present findings suggest that negative social 
interaction is more related to the mental health of AIDS patients than positive 
social interaction. This result is generally in line with previous research findings 
(e.g. Finch & Zautra’ 1989; Rauktis et al. 1995; Rook, 1992) that negative social 
interactions are more related to psychological well-beings than is positive 
interaction in chronically ill patients. Although the present results cannot establish 
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the relationship between negative social support and poorer mental health, they 
provide some tentative evidence which supports Rook's (1992) proposal of 
negative social interaction as stress amplifying. Future studies in this area would 
be required to ascertain such associations. 
Positive social interaction and mental health. We find that positive social 
interaction is not related to mental health. This result contradicts Hays et al. 
(1992)'s and Lackner, Joseph, Ostrow, Kessler et al. (1993)'s findings. We think 
that AEDS patients may have limited access to supportive social interaction. 
Given that many AIDS patients are homosexuals or have sub-average 
socioeconomic condition, they may have a small social circle in the first place. 
Furthermore, their reluctance to disclose their illness may further limit the 
potential of receiving illness-related social support. Even though some of them 
are willing to disclose, the stigmatized nature of the AJDS illness may discourage 
other's help. 
Our participants are less educated individuals who have low or even no 
income. Their socioeconomic background is apparently different from those in 
other studies (Hays et al., 1992; Lackner, Joseph, Ostrow, Kessler et al., 1993). 
Since the role, composition, and structure of social support given to an individual 
are different according to racial differences (Ostrow et al., 1991) and social class 
differences (Oakley & Rajan, 1991). Our findings may be more unique to AJDS 
patients in Hong Kong. In addition, this may also imply that AJDS population in 
Hong Kong may be more deprived of positive social support from the community 
or their families. 
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There are methodological limitations in determining the effects of social 
intercations. First, because of the small sample size, the source of social support 
carmot be differentiated. Participants were only required to evaluate their 
received support from persons with whom the participants contacted. The 
differential associations between mental health and familial versus non-familial 
supports cannot be determined. Future studies are required to confirm such 
differential associations as reported by Gmmmon, Rigby, Orr, Procidano，and 
Renznikoff (1994), Leung (1996), and Nott, Vedhara, and Power (1995). 
Another methodological limitation is the present cross-sectional design which 
cannot tap the possible varying effects of social support experienced by our HIV+ 
or AJDS patients. Lackner, Joseph, Ostrow, EshIeman et al. (1993) attributed 
varying effects of social support to the influence of numerous, unquantifiable 
environmental factors. If the effects of social support really vary over time, then 
its protective or insignificant relationship to mental health perceived at a 
particular moment may be a transient one and not reflective to the whole course 
of social interaction. 
Our results show that positive and negative social interaction are not related. 
This result may imply that positive social interaction and negative social 
interaction are two independent entities with different conceptual dimensions. 
The result supports the findings of Finch et al. (1989) that positive and negative 
social interactions are representing independent domains ofexperience. 
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The Relevance of Coping Strategies on Social Interactions 
The hypothesis that positive and negative social interaction would have 
differential associations with coping strategies is supported by our resuits. We 
find that higher level of positive social interaction is associated with more 
proactive coping strategies. Conversely, higher level of negative social interaction 
is associated with more avoidant coping strategies. Schreurs and de Ridder (1997) 
proposed that social support may directly and/or indirectly affect coping. It is 
understandable that a patient who receives supportive interactions from his/her 
friends will enhance his/her "seeking social support" coping which is a problem-
focused strategy. Negative social interaction may also directly influence coping. 
Our findings are consistent with those obtained by Manne and Zautra (1989) who 
found that critical remarks given by husbands increased coping by wishful 
thinking in women with rheumatoid arthritis and finally lowered psychological 
adjustment. More specifically, our result shows that negative social interaction is 
also directly related to avoidant coping strategies. The result further supports 
Thompson's (1992) finding that patients with chronic illness who felt 
overprotected by their spouses would have lower sense of control and were more 
depressed and less able to cope. 
The Interaction Effect of Self-Construal and Social Interactions on Mental Health 
One of the objectives of the present study is to determine the interaction 
effect ofself-construal and social interaction on mental health. The present results 
suggest some evidences of the joint effect of social interactions and self-
constmals on the mental health of AJDS patients. We find significant interaction 
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effects of independent self-construals and negative social interactions on mental 
health. This result suggests that patients with high independent self-construal 
have better mental health at the low and medium levels of negative social, but 
their mental health becomes poorer at the high level of negative social interaction. 
Perhaps when facing mild negative interactions, patients who rely more on 
themselves may better cope with AEDS, although intense negative interactions do 
jeopardize their mental health. We also find an interaction effect of 
interdependent self-construal and positive social interaction on mental health at 
the .06 significance level. This result provides a preliminary suggestion that 
patients with high interdependent self-construal may perceive positive social 
interaction important to their mental health. But the level of positive interaction 
becomes less important to their mental health when it is perceived to be low. 
Our results do not indicate a significant interaction effects of negative social 
interaction and interdependent self-construal on mental health. Perhaps 
interdependent patients who emphasize relationships, tend to limit the effect of 
negative interaction on their mental health. In addition, as shown in Figure 3, we 
find that the mental health of patients with high interdependent self-construal is 
poorer than those with low interdependent self-construal in all levels of negative 
social interaction. This result implies that under a context of negative interactions, 
more interdependent patients are more likely to experience psychological distress 
than those who are less interdependent. We also find non-significant interaction 
effects ofpositive social interaction and independent self-construal. As mentioned, 
independent patients who focus on their own strengths may perceive the effect of 
positive interaction minimal to their mental health. 
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It is interesting to find that independent and interdependent self-construal 
a n 
are positively related. The result may suggest some communalities between the 
two construals and this is inconsistent with Markus and Kitayama's (1991) 
theoretical conceptualization of two separate images of self. However, their 
positive relation indicates that they are not found on one single dimension of self. 
Positive relation between the two self-construals is also documented by Kim, 
Sharkey, and Singelis (1994) who studied adjustment of East Asian students in 
the American culture. Further studies may be required to determine the positive 
relation between the two self-construals in East Asian populations which are 
intertwined with western cultural values. Nevertheless, the present confusing 
result may imply the unique nature of the self-construals of our participants. Our 
participants may have to develop self-reliance or an independent self to cope with 
the AJDDS which is stigmatized in our society. Meanwhile they are also 
interdependent as they may seek for harmonious interpersonal relationships and 
adjust themselves for various situations. 
We find significant effects of independent self-construal on mental health in 
our analyses of variance. In fact our results from the regression analysis also 
indicate that independent self-construal is predictive of mental health. Perhaps 
patients with independent self-constmal who highlight their own abilities, 
attributes, or goals will better-adapt to the AJDS illness. In fact, our results from 
the correlational analyses indicate that independent self-construal is related to 
social interactions and coping strategies. We suggest that independent self-
construal is important in determining how AJDS patient perceive social 
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interactions and coping mechanisms. This importance is explained as follows. 
We find that independent self-construal is positively related to positive 
social interaction and negatively to negative social interaction. We think that 
patients with independent self-construal may confront others and clarify their own 
needs, and this may reduce negative social interactions such as misunderstandings 
and grudges between patients and support providers. On the other hand, support 
providers can have a better understanding of the needs of patients with 
independent self-construal who speaks up their own goals and demands. 
Therefore, they can offer positive support according to patients' need. Whereas 
interdependent self-construal is also significantly and positively related to positive 
social interaction. For those patients with interdependent self-construal who are 
flexible and attentive to others, they are likely to alter themselves to fit in the 
supporting environment and to reciprocate support. However, we find that 
interdependent self-construal is not related to negative social interaction. Perhaps 
interdependent patients may focus on harmonious relationship but hinder negative 
interactions which are expected to be prominent with the stigmatization ofAJDS. 
Our results support the hypothesis that independent self-construal is 
associated with proactive coping strategies. Indeed, the concept of primary 
control strategies of independent self-construal (Weisz et aI. 1984) is 
operationally similar to the theoretical construct of problem-focused coping 
strategies formulated by Lazarus and Folkman (1984). However, the result ofthis 
study does not suggest a significant relationship between interdependent self-
construaI and avoidant coping strategies. Perhaps the coping strategy of people 
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with interdependent self-construal that emphasizes on accepting situations and 
changing self-expectation may cover part but not all of the construct of avoidant 
coping strategies as postulated in the cognitive theory of stress and coping. 
Implications 
The present results suggest that AK>S patients who are self-reliant may 
have better mental health. Unlike other chronic illnesses, support for AJDS 
patient may be limited because of the stigmatized nature of the illness and the 
restricted illness disclosure. Patients who highly emphasize their own abilities and 
attributes may have a better adjustment than those who do not. Therefore, 
intervention programme for AE)S patients should explore and foster their own 
personal strengths and qualities. 
Our results also find that positive social interaction is not related to the 
mental health ofATOS patient indeed. It is suspected that the effects and levels of 
social support may vary over the course of social interaction. Negative social 
interactions appear to have a stronger association with poorer mental health. 
Efforts should be made to increase caregiver's awareness towards the subtle but 
devastating nature of negative social interaction. The present study also 
demonstrates a close relationship between social interactions and coping 
behaviors. Specifically, positive social interaction is associated with proactive 
coping whereas negative social interaction is related to avoidant coping. In other 
words, the ways ofhow well AJDS patients cope with the illness may depend on 
how other people treat him/her. Psychosocial intervention should take a holistic 
approach in which both AJDS patients and caregivers should be included. 
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Caregivers should be aware of the implications of negative social interactions and 
the possible varying nature of social support across time. For the patients, healthy 
coping strategies should be encouraged. 
Limitations and Future Directions 
There are several limitations of this study. Perhaps the most prominent 
limitation is the small sample size. Though the three largest MDS-service non-
governmental organizations in Hong Kong have participated in the present study, 
the sample size is still too small to enable the use of more advanced statistical 
analyses such as path analysis to determine the mediating effect of coping 
strategies and self-construal on the impact of social interactions. This also affects 
the generalizability of our results. Our findings can only be considered as 
preliminary. Participants of the present study may represent a special sample of 
the local AJDS population. They voluntarily participated in the AJDS-service 
organizations where they were recruited in this study. These participants are 
suspected to be a self-selected sample who may possess some personal qualities 
such as greater eagerness to seek help and openness to receive extemal aid. These 
personal qualities may relate to the studied variables but unfound in other AIDS 
patients who refuse services from the organizations. As a result, the present 
findings may be more relevant to those "help seeking” patients and may not 
generalize to others who may have different perceptions to social interactions and 
copings. 
Future research efforts can be directed in the following ways. Longitudinal 
study design can be employed to address possible variations of psychological and 
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social factors. It may permit a more accurate observation of the extent to which 
psychosocial adjustment and functioning to HIV infection are associated with 
issues concerning AJDS patient (Siegel, Karus, Epstein, & Raveis’ 1996). More 
attentions can be given to negative social interaction which may have a stronger 
effect on the mental health of AJDS patients. Its theoretical construct and 
relationship with other stress mediators can be explored. 
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1 . 你認爲你是他 (們 )生活中重要 ~ i 2 3 4 ~ ~ ~ 
的一部份. 
2.可以借少量金錢(如數百元)給 1 2 3 4 
你. 
3 .當你需要有關娱樂及社交活動 1 2 3 4 
的建議時，你可以詢問他們. 
4.會擁抱你，給你舒服的感覺. 1 2 3 4 
5 .當你有幾天臥床不起時，他們 1 2 3 4 
會照顧你. 
6 .當你需要關於自己健康的意見 1 2 3 4 
或資料時，你可以找他們. 
7.只要與他們一起，你會感覺很 1 2 3 4 
好. 
8.會借你數千元應急的. 1 2 3 4 
9 .當你需要有關工作或職業的意 1 2 3 4 
見或資料時，你可以找他們. 
10.當你要作出一些重要的個人決 1 2 3 4 
定時，你可以與他們商量. 
11.在危急情況下，他們會不惜改 1 2 3 4 
變生活習慣或處事模式去幫助 
你. 
12.你可以坦誠地與他們談論你對 1 2 3 4 
愛滋病的擔憂. 
(續後頁） 
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第二部份 . . 
你在過去三十日內,你有多少時候覺得你身邊的人.•..... — 
經常頗多時有時從不 
1.曾講過或做過一些他們認爲是幫助或支持―“i 2 3 ~ 
你的事，而你卻發覺這些事是煩擾及沒有 
幫助的？ 
2.過份樂觀或假裝開心？ 1 2 3 4 
3.曾令你過份依賴他們，而這些都是沒有需 1 2 3 4 
要的？ 
4.未能時常樂意玲聽你择發對病況的恐懼， 1 2 3 4 
憂慮，及關注9 
5.曾避開你，或陪伴你時顯得不自然？ 1 2 3 4 
6.對你因病所作出的請求感到討厭？ 1 2 3 4 
7 .肆意透露你的情況？ 1 2 3 4 
8.曾對提供給你的醫護服務表示懷疑9 1 2 3 4 
9.曾做出一些遮遮或羞恥的事？ 1 2 3 4 
10.態度粗魯，或者講出或做出一些令你難堪 1 2 3 4 
的事？ 
11-曾表現悲觀的態度? 1 2 3 4 




1 .盡量對這個病保持正面和積極的態度.~~ i 2 3 r ~ 
2.盡量著眼於事物的正面及光明面. 1 2 3 4 
3.想『凡事不要走後路』. 1 2 3 4 
4.令自己朝向好的方向去改變或成長. 1 2 3 4 
5.對日後的生活，擬定一個計劃，然後跟 1 2 3 4 
著去做. 
6.學習妥協. 1 2 3 4 
7.從經驗中學習. 1 2 3 4 
8-嘗試做事時不急躁或不憑直覺去判斷. 1 2 3 4 
9
.改變一些東西，令事情順利發展 1 2 3 4 
10.逐步去處理事情. 1 2 3 4 
11.盡心盡力去把要辦的事情辦妥. 1 2 3 4 
12.構思一些不同的方法去解決問題. 1 2 3 4 
13.嘗試不讓因這個病而起的情緒，過份影 1 2 3 4 
響曰常的事務. 
M.改變自己一些東西，使自己能將情況應 1 2 3 4 
付更好. 
(續後頁） 
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續：你在過去三十日內，有多少時候會運用以下的方法來面對愛滋病？ 
經 常 頗 多 時 有 時 從不 
1 5 .堅持自己的理念，努力爭取自己所想的 . i 2 3 r ~ 
16.與一些人傾談，使自己更了解情況. 1 2 3 4 
17.接受別人對我的同情及了解. 1 2 3 4 
18.尋求專業人士的協助，並遵行他們的建 1 2 3 4 
議. 
19.與一些可以幫助解決問題的人傾談. 1 2 3 4 
2 0 .向一些我尊重的親友問取意見並遵行之 . 1 2 3 4 
21.向別人傾訴自己的感受. 1 2 3 4 
22.怪責自己. 1 2 3 4 
23.批評或埋怨自己. 1 2 3 4 
24.發覺問題是因自己而引起的. 1 2 3 4 
25.幻想會有奇蹟出現. 1 2 3 4 
26.幻想自己是個堅強的人-樂觀及生命力強.1 2 3 4 
27.幻想自己能改變已發生的事. 1 2 3 4 
28.幻想自己能改變對事情的感受. 1 2 3 4 
2 9 .發白日夢或幻想自己身處一個比現在更好1 2 3 4 
的時空裡. 
30.發白日夢或幻想事情會怎樣. 1 2 3 4 
31.想一些神奇或虛構的事情(例如完美的報 1 2 3 4 
復或賺到一百萬元)，令自己好過一些. 
32.幻想事情會過去或完結. 1 2 3 4 
33.繼續生活，當沒有事情發生過. 1 2 3 4 
34.感覺很差，因自己沒有辦法避免問題. 1 2 3 4 
35.隱藏心裡的感覺. 1 2 3 4 
36.比平時睡得更多. 1 2 3 4 
37.對導致問題的人或物表現得很衝動. 1 2 3 4 
38.嘗試忘記所有事情. 1 2 3 4 
39.嘗試大吃大喝，抽煙，服用藥物來令自己 1 2 3 4 
好過一點. 
40.避免與其他人一起. 1 2 3 4 
41.避免其他人知道糟透了的事情. 1 2 3 4 
42.拒絕去相信自己已染上愛滋病 . 1 2 3 4 
(續後頁） 
Stress Mediators and Mental Health 59 
•^P '^/^^^^^^^^^^ ' ' v - - 第困部份 
這是一個爲量度感覺及行爲而設計的量度.請仔細閱讀下列各項及圈出最 
能反映你對每句子的評分於左邊量表上. 
極不 m W 
- 同意 意見 同 ^ 
1.很多方面’我享受自己是獨一無二和別人““i 2 ~ ~ 3 ~ 4 ~ ~ r 
不同的. 
2.我能夠跟初相識的人暢所欲言，即使他比 1 2 3 4 5 
我年長得多. 
3.即使我跟組員有強烈的意見分歧，我也會 1 2 3 4 S 
牽避免爭議. 
4.我尊重那些與我有交往的掌權者. 1 2 3 4 5 
5.我做自己的事，不管別人怎麼想. 1 2 3 4 5 
6 .我尊重那些謙虛的人. 1 2 3 4 5 
7.我感到表現爲一個獨立的人對我是重要的 1 2 3 4 5 
8 .我會爲自己參與的小組羲性個人的利益 . 1 2 3 4 5 
9.我寧願直接說”不”，也不願冒被誤解之嫌 1 2 3 4 5 
10.擁有生動的想像力對我是重要的. 1 2 3 4 5 
11.當件作出學業或事業上的計劃時，我應該 1 2 3 4 5 
考慮父母的勸告. 
12.我感到我的命運是與我身邊的人的命運交 1 2 3 4 5 
織著的. 
13.我較喜歡直接和坦白地和初相識的人交往 丨 2 3 4 5 
14.當與別人合作時’我會感到愉快. 1 2 3 4 5 
15.我感到單獨地挑選出來嘉許或獎賞是舒服丨 2 3 4 5 
的. 
1 6 .如果我的兄弟姊妹失敗，我感到有責任 . 1 2 3 4 5 
丄7.我時常感到我與別人的關係比我個人的成 i 2 3 4 5 
就更爲重要. 
18.在課堂上(或會議上)說出自己的意見不是 1 2 3 4 5 
一個難題. 
19.在巴士上’我會讓座予我的老板. 1 2 3 4 5 
20.我總以一貫作風處事，不管面對任何人， 1 2 3 4 5 
21.我的快樂視乎我周圍的人的快樂而定. � 2 3 4 5 
22.我認爲有健康比其他一切更有價値. 1 2 3 4 5 
23.如果小組需要我’即使我在當中不愉快’ 1 2 3 4 5 
我亦會留在這小組. 
(續後頁） 
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‘ s ^ 無意見 極同意 
M 
24.我嘗試做對自己最好的事，不管““ i 2 3 4 ~ 
會帶給別人甚麼影響. 
25.能夠照顧自己是我的首要關注. 1 2 3 4 5 
26.尊重小組所作出的決定，對我是 1 2 3 4 5 
十分重要的. 
27.我那獨立於其他人的自我槪念， 1 2 3 4 5 
對我是十分重要的. 
28.對我來說，保持我所屬的小組的 1 1 3 4 5 
和諧是重要的. 
29.我在家裏的行爲跟在學校/工作 1 2 3 4 5 
地方裏的一樣. 
30.我很多時會伴隨別人傲他們想做 1 2 3 4 5 
的，即使是當我寧願幹別的事的 
時候. 





在過去三十日內... ~ ~ t E w g ? S EEro E E W 
好一些 一樣 差一些 差很多 
1 •覺得健康很好？ i 2 3 4 “ “ 
2 .覺得一般事淸自己應付得很 1 2 3 4 
好 ? 
在過去三十日內 . . . 一點也不 ~ ~ S r o““比平時多 - ~ ~ E E W 
一樣 些 多很多 
3.覺得需要進補品或服補藥？ “ “ i 2 3 r ~ 
4 .覺得相當疲倦？ 1 2 3 4 
5.覺得身體不適？ 1 2 3 4 
6 . 覺得頭痛？ 1 2 3 4 
7 .覺得頭部有壓迫感？ 1 2 3 4 
8 . 很難熟睡？ 1 2 3 4 
9 .覺得總是有精神的壓力？ 1 2 3 4 
10.覺得發熱或發冷？ 1 2 3 4 
11.爲擔憂而失眠？ 1 2 3 4 
12.覺得自己很易發怒？ 1 2 3 4 
n .會無緣無故地害怕或驚慌？ 1 2 3 4 
(續後頁） 
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在過去三十日內 一點也不““和平時““比平時多-~比平時 
^ ^ 些 多很多 
14.覺得每件事情都難以應付？ 1 2 3 4 ~ 
15.常常精神緊張？ 1 2 3 4 
16.覺得無法克服困難？ 1 2 3 4 
17.覺得自己沒用？ 1 2 3 4 
18.覺得生活毫無希望？ 1 2 3 4 
19.覺得不値得繼續生活下去？ 1 2 3 4 
20.覺得有時精神太差而不能做任 1 2 3 4 
何事？ 
21.希望及早死去，提早解脫？ 1 2 3 4 
22.忙著工作而不會感到閒著無 1 2 3 4 
聊？ 
23.覺得處事可以拿定主意？ 1 2 3 4 
24.覺得日常生活有趣味？ 1 2 3 4 
25.想到結束自己生命的可能？ 1 2 3 4 
26.覺得自殺的念頭常出現在腦 1 2 3 4 
裡？ 
27.工作效率比以前慢些？ 1 2 3 4 




3.教育程度： 4 .婚姻狀況 * :已婚 /獨身 /喪偶 /離婚 
5.居住情況*:獨居/與家人同住/與朋友同住/住院/其他（請註明 ： ) 
6.在與你交往的人當中，有多少人知道你患有愛滋病？(請於適用者加上夂） 
• 1.全部 • 2 .大部分 • 3 . — 半 • 4 . 小 部 分 口^，沒有 
7.職業： （請於適用者加上7) 
• 1.自僱/受僱/讀書 • 2.待業 • 3.住院 
• 4.無業(因病患或傷殘） • 5.無業(因其他原因） 
8.平均每月收入:》^ $ 
9.性傾向*:同性戀 異性戀 雙性戀 
10.你的病情是*: fflV+ARC AE)S 
*請圈出適用者. 
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